A 49-year-old woman from Albania, who was a Jehovah's Witness, presented to our hospital for management of a 3.6-cm right internal carotid artery (ICA) aneurysm. This otherwise healthy patient, without familial history of aneurysms, noticed worsening pain and pressure in her right neck for several months. Physical examination revealed a pulsatile mass, and imaging confirmed the aneurysm diagnosis. Computed tomography angiography detailed a 3.6-cm Â 2.9-cm Â 3-cm aneurysm of the right cervical ICA at the C1-C2 level with tortuous outflow of the distal ICA from the aneurysm sac (A).
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In the operating room, initial digital subtraction angiography displayed the morphology (B). Endovascular balloon occlusion testing combined with continuous electroencephalography monitoring showed that the patient could tolerate carotid clamping. Open repair was undertaken. Traditional exposure with incision anterior to the sternocleidomastoid was performed although extended more superiorly than usual because of the distal aneurysm location. This was facilitated with a special retractor designed for this purpose.
1 Division of the posterior digastric belly allowed careful dissection of the aneurysm from behind the jaw, at which point the tortuosity of the ICA aneurysm inflow and outflow was truly appreciated (C). This tortuosity proved advantageous, because once the patient demonstrated tolerance of carotid clamping, the aneurysm was resected with ample healthy common ICA remaining to perform an end-to-end anastomosis. After closure, the patient was extubated demonstrating baseline neurologic function. The patient was discharged on postoperative day 1. Surgical pathology of the specimen demonstrated arterial wall with medial degeneration consistent with a true aneurysm. Consent for publication was obtained.
Extracranial carotid artery aneurysms are rare, accounting for w0.9% of arterial aneurysms, with true aneurysms a rarer subset compared with pseudoaneurysms.
2,3 Untreated, these aneurysms carry a high risk of rupture, thromboembolism, or cerebrovascular insufficiency. Although endovascular repair with covered stent grafts is an attractive option, open repair with resection and vein bypass or primary repair is still the gold standard with its necessity evident in this case based on aneurysm size, symptoms, distal location, and marked tortuosity.
